Abstract: Although health care is encouraged to follow an evidence-based approach, there are perceived instances where suboptimal practice persists in the presence of better options due to an inherent resistance to change within many health care systems. To continue striving for clinical excellence, it is important to identify deficient practices and make appropriate corrections by implementing new and improved techniques and treatments. Bringing about change, however, tends to be a long, arduous process consisting of several small and successive deviations from the norm, analogous to "turning the oil tanker". Analyzing the methods employed by successful health care innovators has allowed the development of a "three-pronged" approach to overcoming resistance to change: 1) a determined opinion leader with a network or like-minded opinion leaders; 2) the presentation of hard evidence with adequate praise for current practice and the generation of clearly worded, specific guidelines; and 3) the use of simple reminders and continuous analysis of outcomes. Employing this three-pronged approach could lead to faster and more successful implementation of change within the health care system.
Introduction
Modern medicine prides itself on an "evidence-based" approach. This involves responding to research findings and changing practice accordingly with the overarching aim of improving outcomes. 1 In retrospect, it is easy to apply the tag of "evidence-based medicine" to many key changes in medical practice which appeared to cause an abrupt change in outcomes such as the introduction of antibiotics and vaccinations. However, resistance to change amongst doctors and organizations must be overcome to bring about major change. 2 This phenomenon can be seen on a smaller, albeit important, scale when looking at differences within the UK in clinical guidelines for managing certain conditions. The establishment of GIRFT (Getting It Right First Time) in 2014, an organization that aims to identify discrepancies in practice and promote the adoption of evidencebased approaches, highlights the importance of this issue. 3 Bringing about change tends to be a painstaking process consisting of a series of small deviations from the norm, analogous to "turning the oil tanker". However, by studying the efforts of successful innovators, the strengths of their approaches can be analyzed and assembled to generate a novel approach to shifting perspectives in medical practice.
in some cases, governments. Quite often, organizations will view innovators as "troublemakers" or "radicals".
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These attitudes may stem the progress of those proposing a change in practice, and discourage innovative thinking. Similarly, Sheard et al (2017) in their study of successful health care innovators reported that many study subjects commented that unwritten social conventions within the medical hierarchy imply that a doctor should reach a certain level of seniority before "rocking the boat" by proposing a change in practice. Consequently, innovators with revolutionary ideas may feel obliged to keep their ideas to themselves until they feel that going against the tide will not detriment their status. We propose that having an established protocol for proposing an innovation which would include signposting to relevant seniors with an interest in innovation and experience in the field could facilitate successful implementation. Attitudes aside, the pace at which innovations are processed and considered for implementation by organizations, such as the NHS, can be slow. 5, 6 Complex bureaucratic processes and a lack of responsiveness to enthusiastic innovators can discourage such innovators from pursuing their ideas further. A lack of clinical leadership in promoting a change in practice is often a major contributor to failing to bring about change. 7 In the UK, GMC Outcomes for Graduates implores young doctors to "apply scientific methods and approaches to medical research and integrate these with a range of sources of information used to make decisions for care", thereby promoting the practice of evidence-based medicine. 8 However, the process of continuous professional development (CPD) and carrying out audits/appraisals has become an arduous tick-box exercise for many doctors as it is enforced by strict points-based criteria as opposed to encouraged. 9 The research and design of an innovation may take a considerable amount of time and may not harvest many "points" via the regulatory bodies for CPD. The Royal College of Physicians guidelines for CPD only allow a maximum of 10 points (out of a minimum annual credit requirement of 50 points) for personal initiatives.
10
Methods such as the audit cycle are designed to encourage doctors to practice scientific method. In many cases, audit can be a gateway to innovation as it encourages critical analysis of deficiencies in clinical practice, and the implementation and evaluation of a potential solution. However, many pitfalls have also been widely documented. For example, soon after the national introduction of the audit cycle in clinical practice, Kogan and Redfern (1995) found that audit was hindered by a lack of time, under-funding and a lack of expertise whilst several other studies report that clinicians feel that audit "detracts from clinical work at the expense of patient care". 11, 12 Furthermore, many critics state that audit has led to few obvious benefits to patients. 13 This notion has been supported by several studies including a review of 63 recommendations of audits by Prasad and Reddy (2004) which showed that only 28.5% of the recommendations were successfully implemented.
14 In summary, the literature suggests that backwards organizational cultures and rigid regulation and accreditation of continuing professional development, stifle creativity and impede the implementation of beneficial changes in practice.
Past efforts to overcome resistance to change
Several systematic reviews exploring the implementation of change in health care have suggested that effective strategies include reminders, patient-mediated interventions and opinion leaders, whilst less effective strategies include didactic lectures and printed teaching materials. 15, 16 There is, however, some disagreement regarding the effectiveness of audit and feedback, thus highlighting the difficulty in evaluating methods which are inherently variable. 17 A recurring theme in the literature regarding implementing change is the importance of a key opinion leader. 18 Valued members of the health care team with sufficient peer and management support and an awareness of local organizational needs have been vital in pushing through changes in practice. Barnett et al (2011) conducted a study of successful pioneers in health care and identified four recurring themes: personal determination, brokering relationships and making connections, navigating organizational culture and using evidence to influence others. In particular, the use of hard data to promote an idea is particularly powerful and has been described as serving "a stabilising purpose for ideational claims". 19 In addition, special attention should be paid to how the data is presented, as tailoring the delivery to the needs of the audience has also been described as an important factor contributing to the implementation of innovations. 16 Delivering the data without paying due respect to the clinical excellence that is currently practiced by the audience and failing to mention how practice has improved thus far is likely to be met with more resistance. Although evidence-based medicine, as previously mentioned, is encouraged amongst doctors, they will, nonetheless, have a tendency to attribute considerable weight to their personal experiences. 20 Although this is largely anecdotal and does not follow a well-defined evidencebase, the power of "experience-based medicine" should not be underestimated. This notion of experience-based medicine may be somewhat propagated by compulsory initiatives such as appraisals which promote reflection on personal practice without encouraging diligent attention to the wider scope of evidence-based medicine.
Guidelines have increasingly become more prominent in day-to-day medical practice. It has been shown that using concrete statements with more specifically described behaviors improved understanding and compliance with the guidelines. 21 The merger of specific guidelines and regular reminders have been trialed to great effect in the past. For example, the use of a sticker in the shape of a breast with a bright orange dot placed on the charts of women over the age of 50 years helped achieve their aim of increasing referral rates for mammography across 61 GP practices. 22 Similarly, a 20% reduction in the rates of referral for X-rays of the lumbar spine and knee from 244 GP practices was achieved by placing a sticker with the specific guidelines for referral on the X-ray results of patients who had been referred. 23 This highlights the powerful impact of simple reminders in encouraging the adoption of changes in practice. Reviewing the literature shows that there are several themes that are common amongst success stories in the implementation of changes in practice. Strong opinion leaders with extensive networks, hard evidence with an audience-tailored delivery and regular reminders proved to be especially effective.
A novel, three-pronged approach to overcoming resistance to change Considering the previously discussed features of successful implementation, a three-pronged approach can be used as a strategy to overcoming resistance. The implementation of pre-emptive renal transplantation (renal transplantation before starting dialysis as renal replacement therapy) will be used as an example to illustrate the strategy. 
Determined opinion leader
The first step in the approach involves the establishment of a determined opinion leader who takes ownership of the project. The leader, however, cannot expect to make changes alone, irrespective of their seniority or status. A network of like-minded opinion leaders in every domain of health care that will be affected by the proposed change is necessary to disseminate the idea through the system and promote change. Salisbury et al (2015) described that "interventions designed in isolation can potentially lead to duplication, inefficiency and confusion". 24 On a similar note, a report by the King's Fund highlighted how the health care system in the UK is compartmentalized into "service silos and geographical silos" with few formal mechanisms for disseminating information and knowledge across sites. 6 This makes it more difficult to implement change across multiple sites, thereby confirming the importance of an extensive network of advocates for the proposed change spanning across trusts and deaneries. Whilst maintaining this team-based approach, oversight by a key individual, or a small group of individuals is still required as a lack of a clear point-of-contact may lead to social loafing and, ultimately, failure of the initiative. The opinion leader should have specialist expertise in the field in question (eg, experienced renal transplant surgeon), such that their views are highly regarded. The opinion leader is responsible for establishing contact with other key figures throughout the health care systems (eg, other renal transplant surgeons, renal physicians, nurses, junior doctors, management staff, patient organisations, regional and national scientific groups and organizations) and create a team of opinion leaders who support the proposed change to conduct a quality improvement project. This support can be highlighted in the second step when the idea is delivered to the masses.
Presentation of hard evidence
The presentation would be best delivered as an easily digestible animation or slideshow. It should be tailored to the needs of the audience and address the priorities of all the stakeholders (eg, benefits to the patient, changes in doctors' workload, cost consideration for health care administrators, etc.).
The presentation should provide some historical context to the issue in question (eg, past advances in renal transplant protocol). It should begin by showing the beneficial impact of the last change in practice that was universally adopted by professionals in that field. This is designed to instil pride in the profession and commend the audience's contribution to improving practice thus far. Therefore, the novel idea will seem more like a natural next step in a continuum of advancing clinical practice rather than an abrupt and reckless diversion from the norm.
This should be followed by the presentation of clearly worded, specific guidelines for the proposed change. The data from the literature supporting the change in practice should be distilled and the key details should be presented. This should be followed by a projection, based on the data, of how the implemented change in practice will affect the organization over a certain time-period (eg, showing the improvement in patient outcomes, reduction in doctors' workload and reduction in cost to the organization if the guidelines for pre-emptive transplantation are followed for 5 years). A pragmatic stance should be taken when generating this projection (eg, if it is arbitrarily assumed that only 70% of doctors will follow the proposed guidelines, set the projection to account for 70% uptake thereby making it less idealistic and more realistic).
The presentation should also include information about the proponents of this change. Having several advocates at varying levels and roles within the health care network lends weight to the proposition and portrays the change as a team effort rather than the work of an isolated maverick.
The presentation should end with a summary of the benefits of the proposed change and reiteration of the new guidelines.
Use of simple reminders
Even with the agreement of health care professionals to implement a change in practice, it can often be difficult to achieve due to a tendency for clinicians to revert to their routine behaviors -a form of clinical "muscle memory". A simple reminder in the form of a sticker/tag (either electronic or paperbased) with a summary of the new guidelines (eg, for preemptive renal transplantation) should be stuck on the notes of patients who have been referred for pre-emptive renal transplantation to provide positive-reinforcement for that behavior.
In addition, once the change has been agreed upon, data should continue to be collected to show ongoing uptake rates of the new idea and its benefits. As a patient-centered approach is a dominant principle of modern day medical practice, 25 data should also be collected from patients who have been subject to the new guidelines. This is a compelling way of consolidating the behavior amongst doctors and disseminating the idea amongst patients.
Conclusion
The implementation of new, evidence-based ideas has lagged behind the pace at which such innovations are generated. The sensitive nature of medical practice means that it is important to critically analyze all proposed changes and thoroughly assess new ideas to ensure that they will improve health care. However, resistance to change often stems from social taboos, lack of leadership and misguided delivery of the innovation. Distilling and analyzing past campaigns for changes in practice suggests that a "Three-pronged approach" formulated by the amalgamation of three complementary, and proven to be successful, strategies, may result in improved uptake of novel ideas.
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